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the aorta nd the digestive tract. 2-4Since the submission of 
our case report, with continued literature surveys, we have 
been able to identify three additional reports of successful 
management of this problem, s-y 
As experience with effective treatment of this patho- 
logic entity accumulates, we anticipate that aortoe- 
sophageal fistulae will no longer be a pathologic uriosity. 
lraklis L Pipinos, MD 
Daniel J. Reddy, MD 
Department ofSurgery 
Division of Vascular Surgery 
Henry Ford Hospital 
Detroit, Mich. 
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Regarding "Hemodynamic assessment of
femoropopliteal venous reflux in patients with 
pr imary varicose veins" 
To the Editors: 
We were not surprised to read that Sakurai et al. (J 
Vasc Surg 1997;26:260-4) have discovered that 45% of 
individuals with superficial venous incompetence also have 
duplex evidence of deep venous incompetence. According 
to their esults, reflux is observed in the superficial femoral 
vein in 12% of cases, in the popliteal vein in 16% of cases, 
and in both the superficial femoral vein and the popliteal 
vein in 17% of cases. 
In a study that we published earlier this year 1 that is 
not referenced in the above paper, we confirmed that 23 
of 61 legs (38%) with no history of venous disease and 
with proven normal deep vein function (assessed by foot 
volume plethysmography) had reflux (reverse flow in the 
deep veins lasting more than 0.5 seconds) in at least one 
site scanned by duplex. This observation was seen in 11 
of 61 superficial femoral veins (18%), 6 of 61 above-knee 
popliteal vein segments (10%), and 13 of 61 below-knee 
popliteal vein segments (21%). We scanned each vein site 
at 10 degrees and at 45 degrees with the individual stand- 
ing, and clearly the number of veins that refluxed was 
reduced significantly with increasing dependency of  the 
leg. 
The authors used a 30-degree head-up tilt to scan 
their subjects' deep veins. Our study showed that this 
position will overestimate the proportion of refluxing 
veins when compared with the standing position. Yet the 
authors' data are remarkably similar to the data that we 
obtained from a population of individuals with proven 
normal deep venous function who still exhibited deep 
venous reflux. 
Rather than concluding that deep venous reflux plays 
an important role in the pathophysiologic mechanism of 
venous stasis, which is an obvious enough statement, we 
would hazard that this conclusion cannot be reached by 
the authors' results, particularly because virtually the same 
amount of deep venous reflux is observed in a normal 
population. We prefer to venture that the role of isolated 
deep venous segments that exhibit reflux has yet to be 
established or that current criteria for the determination f
deep venous reflux ought to be revised. In our paper, we 
recommended that normality with regard to the deep 
veins be defined by the following absences: the absence of 
more than 1-second reverse flow after abrupt release of a 
distal cuff with the patient standing and measured in the 
superficial femoral or popliteal veins; the absence of more 
than 0.5 seconds in the posterior tibial vein under identi- 
cal circumstances; or the absence of more than 0.5 sec- 
onds in the above-knee popliteal segment with the patient 
inclined at 45 degrees after a Valsalva's maneuver. 
Nicholas Lagattolla 
K. G. Burnand 
A. Donald 
S. Lockhart 
Department ofVascular Surgery 
Guy's Hospital 
St Thomas' St. 
London SE1 
United Kingdom 
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Reply 
To the Editors: 
Thank you for giving us the opportunity to respond 
to Dr. Lagattolla's letter. We thank him for his detailed 
critique of our article. 1 A well-recognized fact is that 
venous reflux from the femoral vein to the popliteal vein 
